The journal celebrates its first birthday this month. It has been well received and we would like to thank all those of you who have written, re-written, reviewed, re-reviewed and edited the many submissions we have received. If you have ideas for topics that you would like to appear as review articles please do contact one of the editorial board. We are also keen to receive any general feedback about the journal.
At the time of writing the global issue facing many of us is that of H1N1 influenza (swine flu) in pregnancy. In this issue, Joseph et al. review the Surviving Sepsis Campaign and Early Goal-Directed Therapy and their relevance to the management of sepsis in the pregnant or puerperal woman. Bourjeily discusses sleep disorders in pregnancy, a problem we will encounter more commonly as rates of obesity increase. A study by Malcolm et al. demonstrates that worryingly only 35% of women with previous gestational diabetes regard themselves to be at very high risk of type 2 diabetes. Ten years after their pregnancies, only half had normal glucose tolerance and even among those who perceived themselves to be at high risk some had undetected diabetes. In a provocative article, Kho et al. challenge the common belief that a large blood pressure cuff should be used if the arm circumference is .33 cm.
In a timely study (given the imminent publication of the updated RCOG Green Top Guideline on thromboprophylaxis in pregnancy) Smith et al. demonstrate, using thromboelastography (TEG), that risk assessment criteria used in the guideline correctly classify women having caesarean sections into low, moderate and high-risk groups. Furthermore, following the administration of low molecular weight heparin (LMWH) thromboprophylaxis (interestingly in what would now be viewed as suboptimal doses) to the moderate and high-risk groups, TEG values are similar to the low-risk group 24 hours after delivery.
Many of you will have noticed that a proposed curriculum for training in obstetric medicine has been posted on the educational resources section of the ISOM website: http://www.isomnet. org/Obmed_01/default.cfm?sect=EdResource&id=2&ERID=81.
It was compiled by Dr Ray Powrie (Rhode Island, USA), who chaired a working group of ISOM that included obstetric medicine specialists and trainees from across the globe. This document is a synthesis of previous documents from the UK, Australia, New Zealand and the USA with input from many other members. It defines in broad terms the body of knowledge required by internal medicine physicians called upon to advise on or manage women with medical problems in pregnancy. It highlights the need for collaborative working and lays out the knowledge, skills and attitudes required in each area. It states:
The care of medical illness in pregnancy can be significantly enhanced when it is provided by a well coordinated multidisciplinary team that includes a high risk obstetrician/maternal fetal medicine specialist, a properly trained Physician/Internist/ Medical Sub-specialist, a neonatologist and an obstetric anaesthesiologist.
A problem therefore exists. Physicians are needed to assist in the care of medical illness in pregnancy but without opportunities for training they will not be able to provide this specialized care. This situation seems to be a global one that few if any countries have adequately addressed.
In the UK, the Royal College of Obstetricians and Gynaecologists offers formalized training in maternal medicine as part of subspecialty training in Maternal Fetal Medicine (MFM) and as an Advanced Training Skills Module (ATSM) for senior trainees in obstetrics and gynaecology. These obstetricians receive training in maternal/obstetric medicine and in many units around the UK currently provide much of the care for women with medical problems in pregnancy together with their physician (internist) colleagues. However, there is no recognized training route for physicians who wish to specialize in obstetric medicine, minimal recognized training for physician trainees in other medical specialties to learn about the management of medical problems in pregnancy (despite the fact that it is these same 'medical registrars' who are called upon to help the obstetricians manage the acutely ill pregnant or puerperal patient with a medical problem), and only one funded one-year 'out of programme' training post in obstetric medicine. The Postgraduate Medical Education Training Board recently rejected an application by the Joint Royal Colleges of Physicians Training Board to make obstetric medicine a subspecialty. This is compounded by the fact that there are currently very few consultant/attending posts in obstetric medicine. With a lack of training and a lack of specialist posts, we are in a 'Catch 22'.
In North America a similar situation exists whereby training in obstetric medicine is only part of a few residency curricula and funded training programmes are only available in two centres at the University of Toronto and at Brown University, where obstetric medicine has recently become an established academic division of the Department of Medicine. A special competency module for the American Board of Internal Medicine is currently being written. Despite this, there are currently too few appropriately trained internists to meet the needs of our aging, sicker pregnant population.
In Australia and New Zealand, despite an active contingent of obstetric physicians, there is still no recognized training route for physicians who wish to specialize in obstetric medicine even though the Royal Australasian College of Physicians acknowledges the specialty by means of a curriculum. However, there are a number of pathways for training physicians (internists) in the management of medical disorders of pregnancy. In some hospitals there are dedicated positions for advanced training in obstetric medicine while in other units there are opportunities for trainees in general medicine, nephrology or endocrinology to get a taste of obstetric medicine.
We are therefore somewhat ahead of ourselves in our practice relative to our training structure. Where physician expertise is available at tertiary care obstetric centres across the world, they thrive in places as diverse as Singapore, Sri Lanka, Edmonton Canada and Abu Dhabi, UAE. Although there is training in 'maternal' medicine within maternal-fetal medicine (MFM) and obstetrics and gynaecology, it is of insufficient depth in internal medicine to enable practice as a physician/internist consultant. It will be imperative in the future to establish training opportunities for physicians to complement the skills of our colleagues in MFM and obstetrics. We have a curriculum, we have national societies, an international society, we now have a dedicated journal; but as yet we have no consistent training route for aspiring obstetric physicians in most countries.
